Background: Patients in intensive care units (ICUs) are often physically unable to communicate with their physicians. Thus, the sharing of information about the on-going treatment of the patients in ICUs is directly related to the communication attitudes governing a patient's relatives and the physician. This study aims to analyze the attitudes displayed by the relatives of patients and the physician with the purpose of determining the communication between the two parties. Methods: For data collection, two similar survey forms were created in context of the study; one for the relatives of the patients and one for the ICU physicians. The questionnaire included three sub-dimensions: informing, empathy and trust. The study included 181 patient relatives and 103 ICU physicians from three different cities and six hospitals. Results: Based on the results of the questionnaire, identification of the mutual expectations and substance of the messages involved in the communication process between the ICU patients' relatives and physicians was made. The gender and various disciplines of the physicians and the time of the conversation with the patients' relatives were found to affect the communication attitude towards the patient. Moreover, the age of the patient's relatives, the level of education, the physician's perception, and the contact frequency with the patient when he/she was healthy were also proven to have an impact on the communication attitude of the physician. Conclusion: This study demonstrates the mutual expectations and substance of messages in the informing, empathy and trust sub-dimensions of the communication process between patient relatives and physicians in the ICU. The communication between patient relatives and physicians can be strengthened through a variety of training programs to improve communication skills.
Background
Patients in intensive care units are physically unable to give information about their health history. In this situation getting the anamnesis of a patient in treatment is directly related to the communication attitudes governing the interaction between the patient relatives and the physician. Communication is based on source, message and receiver [1] . The communication source is usually the physician in the health units such as intensive care units. The conversation between the patient relatives and the physician is the message, and the patients relatives is the recipient. In order for the communication process to function properly, the physician and the patients' relative must attribute the same meaning to the message. It is known that attitudes are the driving forces behind behavior, and also attitudes can be defined as the likely behavior that an individual is expected to display in a given situation, event or phenomenon [2] . Nevertheless, attitudes can be learned and managed our actions [3] . In particular, one of the vital criteria of similarity in developing common attitudes and orienting behavior in specific areas, such as health, is that communication has an effect on communication towards engagement and attitude [1, 2] . However, current studies indicate that the quality of communication between the relative and the physician is often poor [4, 5] . Furthermore, most physicians are not even aware of this shortcoming [6] . The studies concerning the relatives were mainly about the end-of-life family conference [7] [8] [9] . Moreover, there were limited scale for communication between the patient relatives and the physician [10, 11] . This study was intended to analyze the attitudes governing the interaction between the patient relatives and the physician using the two-part questionnaire form that inquire the communication skills of patient relatives and the physician.
Methods
This study was conducted in three cities in Turkey (Konya, Ankara and Bursa) between March 1 and September 1, 2015 in the ICUs of six hospitals (state, university and private hospitals). The researcher obtained the approval of the Medical Ethics Committee of Selcuk University, Faculty of Medicine (Ethics No: 2015/98).
The researcher identified the number of patients that stayed in the intensive care unit (ICU) for 3 days or longer in the 6-month period when the study was conducted in order to determine the number of attitude questionnaires needed for the study. It was found that there were 710 patients who stayed in the ICU for 3 days or longer. The necessary approval and informed consent forms were obtained from the relatives of the 181 patients. The total number of intensive care beds in the participating hospitals was 87. Regarding the 181 patient relatives who were included in the study, the distribution according to the hospital was determined on the basis of the ratio of the number of intensive care beds in that hospital to the total intensive care beds of all the hospitals involved in the study (Table 1) . These relatives volunteered to participate in the study, spoke Turkish, were literate and had a conversation with the ICU physician at least three times. Also, 103 physicians who worked on the ICUs agreed to participate in the study.
Excluded from the study sample were: the patients' relatives that were younger than 18 years; relatives who accompanied patients that stayed less than 3 days in the ICU, relatives who spoke to the physician less than 3 times, and those who did not want to participate in the study. The ICU physicians that had spoken to the patients' relatives less than 3 times and did not wish to participate in the study were also excluded from the study.
For this study, we prepared two similar survey forms for the patients' relatives and the physicians. These forms included questions on the socio-demographical features of the patients' relatives and the physicians, and questions to determine the effectiveness of the communication between the patients' relatives and the physicians in the ICU. For the latter, 3 sub-dimensions were developed: informing, empathy and trust. Individual questionnaires were developed for the physicians and the relatives of the patients. The researcher created the questionnaire based on the patient-physician communication questionnaire that was developed by Curtis et al. (2004) for chronic obstructive pulmonary disease patients in serious condition [12] . But the questionnaires created are specific to this research. The sample size was calculated based on a total of 710 cases in 6 months using simple random sampling. To initiate the content validity process, the survey forms were distributed to five experts. After evaluating the results from the experts' assessments, a Content Validity Index was developed. Next, a pilot study was conducted to secure the validity and reliability of the surveys. The pilot study composed of smaller groups determined using simple random sampling (Table 1) .
The questions were reviewed and the questionnaire was finalized after making observations in the ICUs. In the process of developing the questionnaire, a Communications professor was on hand daily to hear the complaints of the patients, following the approval of the patient; the total observation time was about 30 h.
All statistical analyses were performed using the Statistical Package for Social Science (SPSS, 20.0 SPSS FW, SPSS Inc., Chicago, IL., USA). Descriptive statistics were applied to analyze the responses to the sociodemographic items. Categorical variables are presented as frequencies and percentages; numerical variables are shown as median (first and third quartiles) in the tables since the Kolmogorov-Smirnov test revealed an anomaly in the distribution of the numerical variables. Because of the lack of normal distribution, non-parametric tests were used in comparison analyses. The second part of the survey, which serves to measure the attitudes of the patient relatives and the physicians, was developed as a 5-point Likert scale with responses ranging from 1 (Never) to 5 (Always). Total item scores were calculated by adding the points given for all of the items. However, the scores of questions 3, 4 and 13 in the physician's language and communication sub-dimension were inverted (inverted Likert scale), since the statements in these questions were structured negatively in contrast to the statements in the other questions. The Mann-Whitney U test was applied for comparing two independent groups, while the Kruskal-Wallis test was applied for multiple independent groups, using the pairwise comparison technique in cases of significant differences between groups. In the pilot study, the Cronbach's Alpha value for reliability was calculated and the test-retest method was applied to reinforce the reliability, accompanied by performance of the Wilcoxon Signed Rank test for repeated measures. A Principal Component Analysis with Varimax rotation was performed to obtain the factors with percentage of cumulative loading squares for validity. The models were regressed by automatic linear modelling with forward selection to control for confounding factors over informing, empathy and trust dependent variables. In all analyses, a p < 0.05 value was considered to be a statistically significant result, and 5% was accepted as type-I error. A total of 183 patients' relatives were found to be sufficient when type-I error was 5%, the power was 80%, the general population N was 710, the satisfaction rate 80%, and the effect size (d) 0.05.
Result
The patients' relatives Table 2 presents the results of the 5-Point Likert type communication attitude questionnaire that was administered to a total of 181 patient relatives.
The comparison of socio-demographic data by informing, empathy and trust on the attitudes towards communication questionnaire of the patients' relatives is shown in Table 3 .
The regretion analysis of socio-demographic data on the communication towards attitude questionaire of the patients' relatives according to the informing, empathy and trust sub-dimensions is shown in Table 4 .
There was a difference in the trust sub-dimension between the genders of patients' relatives. There were differences in the informing, empathy and trust subdimensions among the education levels of the patients' relatives (p = 0.006, p = 0.015 and p = 0.003, respectively). There were also differences in the informing and empathy sub-dimensions according to descriptions of physicians by patient relatives (p = 0.036 and p = 0.041; respectively) as well as the informing and empathy subdimensions among the age groups of patients' relatives (p < 0.001). There was a difference in the trust subdimension by the closeness of the relatives to the patient (p = 0.043). Also, there were differences within the informing, empathy and trust sub-dimensions by the frequency of patients' relatives seeing the patients before they were taken to the ICU (p = 0.010, p = 0.007 and p = 0.012; respectively), and in the empathy and trust sub-dimensions by the frequency of visits to the patients in the ICU by patient relatives (p < 0.001).
There was a difference in the empathy sub-dimension by the duration patient relatives' conversations with the physicians (p < 0.001). Regarding situations that relieved the stress of patient relatives, "speaking with the doctor" was different in the empathy and trust sub-dimensions (p = 0.002 and p < 0.001); "being with the patient" was different in the informing and empathy sub-dimensions (p = 0.001 and p < 0.001), and "praying" was different in the informing sub-dimension (p = 0.004).
Regarding the characteristics of ICU physicians that were important to the patients' relatives, the "giving good news" group was different in the informing and empathy sub-dimensions (p = 0.001 and p < 0.001), the "giving accurate information" group was different in the informing, empathy and trust sub-dimensions (p = 0.042, p = 0.002 and p = 0.009, respectively), and the "having a sympathetic attitude" group was different in the informing and trust sub-dimensions (p = 0.016 and p = 0.003). Table 5 presents the results of the 5-Point Likert type questionnaire that was administered to 103 ICU physicians. Table 6 presents the comparison of socio-demographic data regarding the sub-dimensions of informing, empathy and trust on the attitude toward communication questionnaire for physicians.
The physician
The regretion analysis of socio-demographic data on the communication towards attitude questionaire of the patients' relatives according to the informing, empathy and trust sub-dimensions is shown in Table 7 .
There was a difference in the empathy sub-dimension for ICU physicians by gender. There were also differences in the empathy and trust sub-dimensions by their specialties (p = 0.009 and p < 0.001). There was a difference found in the trust sub-dimension by the closeness of the relative that was informed by the physician to the patient (p = 0.035). Regarding the ICU physician characteristics that were important to patient relatives, "sympathetic attitude" was different in the trust subdimension (p < 0.001), and "provision of medical support" was different in the informing and trust sub-dimensions (p = 0.032 and p = 0.001).
Discussion
Through the analysis of responses on the three subdimensions of the attitudes towards communication questionnaire, this study has demonstrated the mutual expectations and the substance of the messages in the communication process between the relatives of the patients in the ICU and the attending physicians. As part of the study, suggestions have been presented on how to improve management of the sub-dimensions mentioned and on meeting expectations.
Communicative skill is one of the most important factors within the relationship between patients' relatives and physicians. The communication between physicians and patient relatives is not just about exchanging information about epicrisis. It is also about a relationship between two persons, especially concerning how well they communicate. The fundamental elements of this [13] . This study found that male patient relatives have more trust in physicians. This result is not surprising considering that female patient relatives can be more emotional.
In the present day, it is easier to access information through the internet and other means. This can lead to an increase in the number of university graduate patients and the patient relatives that read about and thoroughly understand diseases and treatments. These patients and relatives may make demands, express dislike of the staff or physician, and criticize the treatment method [14] . This study determined that the higher the education level of patient relatives was, the less they thought that information from the physicians was sufficient. Similarly, the levels of empathy with the physicians, and the level of trust in the physicians were reduced as education levels of the patient relatives increased.
In the relations where patients are passive and physicians are assertive, physicians are seen as a "father figure" who always considers the patients' best interests. However, the changes in the concepts of disease and health in the twentieth century, the differences in the identities of physicians (because of specialties and sub-specialties), and increased technology in medicine with the emergence of the "right to health" concept, have led to conflicts between the values of patients and physicians. These conflicts are also the result of the autonomy of patients, and their desire to have a role in medical decisions [15] . Yet, patient relatives The results found statistical difference in group was shown in the same letter The results found statistical difference in group was shown as italicize data continue to see physicians as their "protectors". This study also found that the patient relatives who regarded physicians as their protectors received more information from physicians, and had a deeper empathy for physicians.
The relevant literature mainly focuses on the communication between young patients and physicians [16, 17] . This study found that young patients' relatives (35 years and younger) are less informed by physicians, and they empathized less with them.
There were no studies in the literature about how frequently relatives visited the patient, and what effect this had on their communication with the physicians. In this study, the relatives that saw their family members more frequently before hospitalization thought they were informed insufficiently, and had a lack of trust in the physicians. Yet they empathized with the physicians more.
The time patient relatives spend with physicians is very short, but it can be the most important time of the day. Most patient relatives stated that, during this time, physicians usually did not supply sufficient information, their conversation was interrupted continuously, and they were not able to ask important questions [9, 18, 19] . This study showed that when the daily communication lasted for 10 min or longer, patient relatives and physicians found it easier to empathize with each other.
The effectiveness of the communication between physicians and patient relatives in the health care system is determined by socio-economic conditions, education level, religion, attitudes regarding ethics, ethnic and cultural background, previous experiences, perception of physicians and expectations [20] . Hunsucker et al. [21] found that trust and being well-informed were the most important needs for families. These needs were followed (16) (17) (18) (19) (20) (21) (22) (23) (24) (25) (26) (27) by being close to the patients, and receiving comfort and support. In this study, the patient relatives who were relieved after speaking to the physicians empathized more with them and trusted them more. Moreover, the patient relatives who wanted to receive good news from the physicians thought that they were better informed, and empathized more strongly with the physicians. Yet the patient relatives that were relieved when they were with their family members thought that they were not informed sufficiently, and had a weaker empathy with the physicians. The patient relatives that were relieved by praying did not value the information they received from the physicians. It is estimated that the limited period of visits to ICUs prevented most patient relatives from getting answers to all of their questions. Most patients in ICUs are unable to cooperate with their physicians. For this reason, the families of the patients in ICUs experience a high level of emotional stress [22] . Other studies determined that patient relatives emphasized the importance of communication, stating that information about patients was more than just emotional support [23, 24] . In this study, the patient relatives that cared about being given accurate information stated that they were informed better, and had greater empathy and trust in the physicians. The patient relatives that cared about the friendliness of physicians trusted their physicians more.
Relevant studies have shown that varied factors including the length of daily working hours, workload, and lack of professional experience increase burnout levels. This caused physicians to have less spare time for themselves and for social activities. This can decrease the quality of life [25] . These negatives may eventually reflect on their relationship with their patients. It is commonly agreed in the relevant literature that female physicians inform patients and patient relatives better than male physicians, empathize more, and engage in casual conversation more with patients [10, 26, 27] . This study also found that female physicians empathized more with patient relatives. This is probably due to the fact that male physicians generally use their left-brain functions (e.g. problem solving) while female doctors mainly use their right brain functions including those used in inter-personal relationships [28] .
The relationship between physicians and patients is between two persons who are not equal. The physician knows much more about diagnosis and treatment. Therefore, trust is very important in these relationships [29] . While some patients desire to use their autonomy and have full control over medical decisions, others prefer that their physicians make all the decisions. However, patients benefit from treatment only if they have a trusting relationship with their physicians [30] . This study found that specialists in internal medicine empathize better with their patients and build a more trusting relationship than cardiovascular surgeons and anesthesiologists do. This probably results from the patient-focused approach used by primary care or internal medicine physicians as well as a more frequent use of communicative skills. These skills and approaches are not commonly used by the physicians that are specialized in anesthesia or radiology. They might be somewhat distant from patients and patient relatives.
Patient relatives might expect physicians to be friendly and be informed about everything. These behaviors and attitudes may foster trust in the patient relative-physician relationship. These feelings may also be easily damaged in a negative situation. When there are further developments in the diagnosis and treatment process, patient relatives may feel desperation, hopelessness and pessimism, in addition to feelings distress and anxiety. This may lead to excessive sadness and depression. This situation may develop into what is called a post intensive care syndrome-family. A variety of studies have shown a high prevalence of anxiety and depression in patient relatives [31, 32] . Major anxiety and depression probably affect understanding, comprehension and the ability to communicate. In this study, the patient relatives were spouses or parents of the patient, which enabled building stronger trusting relationships with physicians. In varied publications, it is noted that physicians can contribute as much as 60 to 70% to the communication between physicians and patient relatives [33] . A noteworthy feature regarding physician and patient relative conversations is that relatives mostly perceive these conversations to be short. Varied studies have demonstrated that a sufficient length for the patient relative-physician conversation is at least 10 minutes [34, 35] . This study found that conversations with patient relatives lasting at least 10 minutes create a stronger empathy.
Gaining the trust of patient relatives in the first conversation is very important in terms of communication.
The most important factors regarding first impressions are what physicians do and do not say, and how they say it [27, 31] . Past studies that were conducted with families from different cultures have found that the primary needs of family members are trust and being informed [21, 26, [36] [37] [38] . Molter and Leske stated that the most important needs of patient relatives were feeling that there was hope for the patients, being informed sufficiently and honestly, and believing that the hospital staff was providing good care [27, 38] . This study found that the physicians who were able to display a sympathetic attitude (Sympathy is the ability to compassionately identify with a person's emotional state) were able to build stronger, trusting relationships with patient relatives. The physicians who believed that good medical care was important in their relationships with patient relatives provided better information, and built a stronger, trusting relationship.
This study has some limitations. Firstly, the researchers did not have an available questionnaire that could assess the communication between patients' relatives and physicians. This made it obligatory to create a brand-new attitude questionnaire. The creation of the attitude questionnaire was a very challenging process since the content of the conversation gets 
Conclusion
This study made an attempt to reveal the mutual expectations and the substance of the messages by analyzing the informing, empathy and trust sub-dimensions of the communication process between the relatives of the patients in the intensive care unit and physicians. After all, the communication between patient relatives and physicians is the communication between two parties, and it requires an exchange of information, mutual support, respect and trust. The physicians are professionals who need to communicate with patient relatives, and solve the communication problems. The communication between patient relatives and physicians can be improved through a variety of training programs to improve communication skills since attitudes can be learned and managed our actions. 
